FAMILY PRACTICE RESIDENCY 8 5 0 of the specialty of family medicine. Family medicine was, at least ne of the most dramatic alterations in the make-up of the health professions since 1970 has been the emergence and rapid growth for a few years, the centerpiece of a national movement toward more emphasis on primary care and the training of greater numbers of primary care physicians. This article examines the growth in the number of residency training programs for family medicine, paying particular attention to their source of funding.
The fact that the rapid expansion of the specialty has depended heavily upon federal, private, and state support means that, without alternative means of funding, the number of residency programs will decline as government reduces its support of graduate medical education and as the spread of cost-containment measures in all third-party programs restricts the amount of money available for training. That decline has already begun, indicating that further reductions in financial support for residency training are likely to dramatically affect the prospects for family medicine as a medical specialty and the supply of primary care physicians in general.
In this article we review recent enrollment trends and projected sources of funding for postgraduate training in family practice. On the basis of this review it may be concluded-that, in the United States, the resurgence of interest in and commitment to-family practice as a medical specialty has reached and passed its peak. The specialty faces influences that may decrease the number of family practitioners being trained in the future.
The Growth Of Family Practice
In 1959, the American Medical Association (AMA) and the American Academy of General Practice (AAGP), with the support of the Association of American Medical Colleges (AAMC) and several specialty societies, recommended the establishment of high-quality residency programs to train generalist physicians. Since then, the expansion of family practice has become the primary method of alleviating a steep decline in the number of generalist physicians. That decline began in the 1940s; by 1968-73 the rate of decrease in the number of generalist physicians in practice had reached 2,000 a year. 1 Beginning with five two-year general practice pilot programs in 1960, the AMA and the AAGP attempted to upgrade the professional status and the quality of training of general practitioners. The experimental and compromising nature of these pilot programs inhibited their growth, so that by 1967 only seventeen of an authorized twenty programs were operating, and these had only 42.2 percent of their residency openings filled.
In 1968 the AMA Council on Medical Education's Ad Hoc Commit-
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tee on Education for Family Practice issued a call for "a new specialist" to provide personal, comprehensive care. This report, the so-called "Willard Report," spurred the AMA to establish a Family Practice Committee to implement the report's recommendations. 2 Sixteen of the seventeen pilot general practice programs still in operation in 1968 either were converted into three-year family practice residencies or ceased to exist, so that by early 1969, fifteen pilot residency programs in family practice were approved and operational. 3 The specialty of family practice formally came into existence in 1969 with the founding of the American Board of Family Practice. The growth of the specialty from that point until 1982 was positive and continuous, from forty-nine approved programs in 1970 with 290 residents to 388 programs in 1982 with 7,040 residents.
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The Federal Role In Family Practice Education
In 1970 Congress authorized $425 million for a five-year program to finance capital construction and training in family practice departments and residency programs. This measure was passed late in 1971, but pocket-vetoed by President Richard M. Nixon. The veto was later reversed in the courts on constitutional grounds in a much-publicized confrontation between the administration and Congress, but little of the authorized funds for family medicine were actually spent.
A related piece of legislation, the Health Manpower Act of 1971, authorized $5 million to support residency training in family practice in fifty-one hospitals. That amount was renewed in 1973 and was followed by continuing authorizations and increased expenditures through 1977. The Health Professions Educational Assistance Act of 1976, and two subsequent enactments, the Health Service Extension Act of 1977 and the Health Professions Educational Assistance Amendments of 1977, underscored firm federal support of residency programs in family medicine as appropriations rose to the $40 million mark by fiscal 1978. Exhibit 1 summarizes this pattern of growth.
Mixed support for family medicine. Appropriations for family medicine residency programs were joined with programs supporting general dentistry, with dental education programs receiving about 5 percent of the authorized funds. From 1979 to 1981 these programs received slightly lower amounts each year until the Reagan administration pressed for passage of the Omnibus Reconciliation Act of 1981. This act, on the one hand, spelled out the administration's concern with the undersupply of primary care physicians, while at the same time it drastically cut the recommended appropriation figures to $26.9 million. Congress has consistently appropriated more than the administration has requested; the two sets of figures have continued to diverge, so that by 1985 the administration was recommending $20 million and the Senate, $36 million. The current proposals from the President call for a total elimination of residency support, citing the impression that there is "a steadily increasing supply of health-professionals and greatly improved distribution of health care practitioners among medically underserved areas of the country. "5 Congress has resisted the call to eliminate support for medical education and authorized $33.3 million, $34.2 million, and $36.4 million for family medicine residencies in 1986, 1987, and 1988, respectively. Family medicine training grant authorizations, limited to hospitals by the provisions of the Health Professions Educational Assistance Act, were expanded in 1978 to schools of medicine and osteopathy and other private, nonprofit entities; authorizations to train faculty to teach family medicine were also added at that time. The growth in the number of programs supported was positive and steady until 1978, when, with the addition of the medical schools, 270 hospitals and teaching institutions received over $40 million to train a total of 4,174 family practice residents, including 1,542 in their first postgraduate year. This commitment covered a portion of the support for more than 75 percent of all family practice residents in 1978.
Shrinking funds. From the peak. of $40.5 million in 1978, federal monies for family practice residencies began to shrink. The trend was slow at first. The administration and health policymakers were just 8 8 HEALTH AFFAIRS | Winter 1986 beginning to digest the message of the Graduate Medical Education National Advisory Committee (GMENAC) report warning of a coming oversupply of physicians. Also, the election of a Republican Senate and president laid the groundwork for a national policy that would remove the federal government from the business of educating most, if not all, physicians. Administration proposals to cut graduate medical education funding were justified in relation to broadly based philosophical convictions. However, Congress was able to maintain a more tightly focused view that continued to reveal persistent specialty and geographic imbalances in the distribution of physicians.
If the appropriation levels of federal aid to family practice residencies were deflated to constant 1967 dollars, as Exhibit 2 indicates, the real support level for 1984 through 1988 would be less than that provided in 1974. Yet the Bureau of Health Professions anticipates funding 220 to 230 residency programs through 1988 with less money than was appropriated a decade earlier. This represents a net funding decrease in combination with a net increase of 61.8 percent growth over the 136 programs supported in 1974. The federal share of total support of these programs has thus been shrinking steadily and will continue to decrease, unless the programs themselves contract proportionately, a trend that is not likely. The Veterans Administration (VA) has some involvement with family practice departments as part of its very large medical school affiliation program. However, in 1985 there were only sixty-eight family practice full-time-equivalent housestaff positions active in VA hospitals, representing less than 1 percent of the total VA resident positions. This number is down from seventy-five in 1984. 6 The armed forces have maintained sixteen to seventeen approved family practice residency programs since 1980. In that year the combined services offered 137 firstyear positions; that number has stayed stable. In 1986 the military services offered 133 first-year positions out of a total of 394 full-timeequivalent housestaff. 7 The Area Health Education Centers (AHEC) program, also a Title VII appropriation, covers the direct cost of a limited number of family practice residency programs, although the exact number of positions would be difficult to determine given the mix of funding sources for such programs. In some states the level of support from AHEC is substantial. In North Carolina, through 1975, the state AHEC program was the largest single source of support for the training of family physicians.
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State And Private Initiatives
Many family medicine programs were begun as the result of state government action. By 1985 at least thirty-two states provided some form of funding for family practice graduate education. 9 Ten legislatures have specifically mandated the establishment of family medicine programs in their states; the remainder have allocated funds for existing family medicine departments or supported residency programs in hospitals. These actions were usually in response to perceived needs for more primary care or rural practice physicians.
In 1980 over $43 million was appropriated by state legislatures to directly fund family practice faculty and residency programs, By 1982 that figure had risen to $54 million. Subsequent increases are hard to track, but the trend is toward slightly increased state funding. Exhibit 3 summarizes state activities with regard to family practice education.
Private foundations and voluntary health organizations also have There appear to be limits on the amount of income family practice training programs themselves can generate from patient care. One study found that, on average, only two-thirds of costs could be covered by patient and hospital income, the remaining expenses being covered by a wide range of sources described as "unpredictable.
"10 A more recent study found that an average of 31 percent of program income came from patient care receipts.
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Trends In Family Practice Postgraduate Education
In 1970, when the expansion of family practice education programs began, there were forty-nine approved programs with a total of 290 residents. By 1980 there were 380 residency programs with a total of 6,344 residents in all three years of postgraduate training. The peak number of programs was reached in 1983 with 388 approved programs and 7,040 active residents. By 1985 the number of programs dropped slightly to 386, but the total number of residents enrolled increased to 7,588.
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The percentage and number of filled residencies that are family practice compared to percentages in all specialties and selected other primary care specialties from 1974 to 1986 are depicted in Exhibit 4. The One may safely conclude that the dramatic growth of family practice has leveled off.
Discussion: Beyond The GMENAC Report
One of the most-discussed projections of the future supply and req uirem ents f or p hysicians and other med ical p er sonnel was the GMENAC report. 13 The predictions and recommendations of that report have been debated and used to justify various policy positions, but its fu ndamental conclu sions have been widely accepted .
1 4 The GMENAC report estimated the number of physicians expected to be practicing in the United States in 1990 by specialty and compared those numbers with projected requirements for each specialty based upon a complicated formula including estimates of the national burden of morbidity for which each specialty should ideally care. For general and family practice, GMENAC predicted a total of 64,400 physicians, including 7,600 residents and fellows, to be practicing in 1990. This number exceeded their estimated national requirements for family and general practitioners by 3,100 physicians, an estimated 5 percent surplus. Such an estimated surplus would be small, however, compared to an overall estimate of a 28 percent surplus for all physicians.
The GMENAC supply projections were based on a complex method that followed the educational process for future physicians and included the following data: the number of medical students, both U.S. and foreign, expected to eventually practice in the U.S.; the number of active residents, interns, and fellows; and the current supply of practitioners and their attrition rate. For family practice, the committee anticipated rate of entry into graduate medical training of 2,347 first-year residents per year from 1979 through 1990. However, the number of physicians entering their first postgraduate year of training in family practice appears to have leveled off at a figure substantially less than the anticipated number. The trend from 1980 to 1985 indicates that the total number of first-year slots offered (or available) in family practice has hovered around the 2,300 level. This figure is close to the number the GMENAC expected would actually enter training. The fill rate for these available positions has been slightly less than 80 percent of the places available or approximately 1,900 residency slots filled. There is no reason to believe that the fill rate for these positions will substantially increase in the next few years or that the number of openings will increase.
The need for public subsidies. If the current trend continues, the number of physicians active as board-certified general and family practitioners in 1990 should total substantially less than the number projected by GMENAC. Considering the uncertain future of federal funding that supports many family practice residency programs and programs for training faculty for family medicine, making projections of future supply based on the current rate of entry into the specialty is hazardous. Attempts to support departments of family practice in hospitals and medical schools have proven difficult in a significant number of cases.
15
One published study divided the sources of income for family medicine residency programs for the academic year 1981-82 into hospital, patient, state, federal, and other categories. From a sample of 147 programs covering 3,197 accredited positions, federal grants accounted for a high of 10 percent to a low of 5 percent of income averaged across regions. State funds ranged from 41 percent to 4 percent. 16 Public money accounted for an overall average of 28 percent of income in the sample. This might appear to indicate that federal monies are not as important as other sources are to family practice programs. However, only 60 percent of all residency programs, overall, receive-direct federal funding. The implication to be drawn is that a substantial number of programs depend heavily upon federal money while others do not at all. The authors of the funding study recognized the marginal importance of the public subsidies and anticipate their growing importance in the face of" (1) The increasing level of economic competition among physicians and hospitals with a resultant decrease in patient population in family practice residencies; and (2) the reduction of government monies for support of graduate medical education." 17 The alternative for family medicine programs are neither numerous nor promising.
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Teaching in ambulatory settings. The Bureau of Health Professions in the U.S. Department of Health and Human Services recently issued a request for proposal to study the problems facing graduate medical education programs that depend heavily upon ambulatory care as a training milieu. 19 The proposal reviewed an impressive body of research, which concluded that primary care education suffers from its focus on ambulatory care in two ways: lower revenues and higher costs. Any reforms will have to take place in a climate that reflects the following conditions or assumptions: (1) teaching in ambulatory care settings is relatively inefficient when compared to inpatient settings; (2) patients may resist the time burden involved in teaching, a significant factor in a competitive environment; (3) the number of students that can be involved in teaching is reduced; and (4) financing teaching in ambulatory settings is at a disadvantage because of higher costs, lower reimburse- ments, and tighter constraints on all care-giving institutions. Any reliance upon other, more inpatient-oriented, services to cover education in ambulatory setting through cross-subsidies is likely to be met with greater resistance in the future.
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The future of family medicine. Because of this adverse environment in which change must occur and the strong reliance upon grant and government appropriation, the future growth and development of family medicine is uncertain. Robert Graham, now with the American Academy of Family Practice, recognized this predicament when he wrote as Acting Administrator of the Health Resources and Service Administration that: "The relatively disproportionate dependence of family practice residencies and undergraduate programs on project grant income makes them particularly vulnerable in times of fiscal retrenchment.
The three primary care specialties of family practice, internal medicine, and pediatrics have been the subjects of concentrated attention by government, the public, and the medical profession over the past decade and a half. During this time, the paramount shortcoming of our medical system has been defined as a geographic and specialty maldistribution that can only be alleviated through a policy of increasing the number of primary care providers. The salience of this issue as a major emphasis in national health care policy seems to have waned as the impression spreads that we are faced with a surplus of physicians, that the trickledown notion of resource allocation will solve distribution problems, and our collective obsessions have turned to cost-containment and malpractice insurance crises. These trends are resisted, but the resistance is more and more located out of the mainstream of national policy. The Consolidated Omnibus Budget Reconciliation Act signed in April 1986 establishes a Council on Graduate Medical Education to report, prior to July 1988, on the supply and distribution of physicians in the United States. Their report is to recommend appropriate federal policies to deal with the problem, including changing the financing of undergraduate and graduate medical education as well as the content of the educational programs themselves. 22 Whether this proposed council, strongly pushed by internists and family physicians, will rekindle the once-burning national interest in the shortage of primary care physicians is yet to be determined. However, the direct specification in the law of recommendations concerning the financing and the content of graduate medical education gives it the opportunity.
Notwithstanding future policy changes, the urgent need appears to be to strengthen existing family practice training programs so that they may be able to survive the effects of sharply reduced external funding if the federal government removes itself entirely from graduate medical education and the states, pushed and pulled by federal retrenchment, choose to lower their involvement. This will have to occur in an environment where competition for the "horizontal patient" will soon reach a fever pitch and the clinical resource of the ambulatory patient is discovered by other specialties.
Options for funding. The options for funding fall into three broad categories: (1) transfer income from the richer programs within the teaching hospital, such as surgery and radiology, to the poorer specialties that depend upon ambulatory patients; (2) direct third parties to pay equitably per patient or on a time basis for ambulatory care as they do for more complex inpatient procedures or cases; and (3) continue and expand direct grants and appropriations to ambulatory patient-oriented training programs, including family medicine. In this last category would fall the suggestion that medical training should be considered as the locus of opportunity for solving the problem of how to care for the nation's medically indigent population. Grants for training may stipulate that such training must take place in ambulatory centers serving such populations in need.
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National policy toward primary care-has languished in the absence of definitive federal legislation. When the process of constructing future physician manpower policy in the newly formed Council on Graduate Medical Education and then in subsequent legislation quickens pace, the policymakers must be reminded that the previous solutions to problems of specialty and geographic maldistribution of medical personnel have not been as successful as their architects had hoped. The ultimate objective of such programs in the future must be to make effective primary care more accessible for all persons regardless of economic or social circumstances. Without major changes in the structure of health services delivery systems beyond what we are experiencing today, simple changes in the volume of physicians trained in certain socially desirable specialties, such as primary care, will not suffice as an effective social policy to solve manpower or delivery problems. 
